INTRODUCTION
Attitudes held by health professionals, especially those working in mental health, can profoundly influence the well-being of patients with psychosis. Thus, both health care provision and health outcomes are compromised, with resultant inequality. These attitudes are shaped by and vary according to prevailing cultural norms, in society at large, in health service organisations and within professional peer groups. Attitude studies focus on a variety of aspects including diagnosis and the choice of treatment options. Surveys and case vignette studies have been conducted on health professional groups, either individually or by comparing groups. Surveys have been used to assess attitudes but these are prone to a social desirability bias in that participants tend to answer in accordance with social norms rather than stating real attitudes. The use of case vignettes attempts to overcome this although, importantly, actual behaviour is not always concordant with stated attitudes, be they real or otherwise (Gray, 2002) . This editorial highlights the key issues from the research field on attitudes held by psychiatrists, other mental health professionals, general health profes-
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Treatment options
Adverse attitudes held by psychiatrists can totally undermine the effectiveness of therapeutic interventions. Undoubtedly, there is damaging impact from the belief held by 91% of psychiatric trainees surveyed in USA, that people with schizophrenia are not able to develop a therapeutic alliance (Packer et al., 1994) . Even where standard protocols are available, such as legal criteria for compulsory admission, their application is not necessarily standardised as the relative weight given to different factors in the decision-making process can vary greatly. As such, case vignette studies on compulsory admission have revealed differing weights given to perceived dangerousness, current mental state, illness duration and illness severity (Andrews et al., 1986; Dazzan & Bhugra, 2000 , Dazzan^a/., 2001 ).
For therapeutic interventions, psychiatrists generally agree with one another that pharmacotherapy in conjunction with supportive or family / social intervention psychotherapy is appropriate (Andrews et al., 1986) . However, a reluctance to treat patients with chronic mental illness is also evident and a sense of paternalism has been detected where psychiatrists generally did not consider 'patient preference' as an indication for antipsychotic depot use (Lambert et al., 2003) . Wide variation in attitudes regarding depot antipsychotics are one cause of greatly differing prescribing practices for these drugs, with unfavourable depot attitudes further being associated with incomplete knowledge about depots (Walburn et al., 2001; Patel et al., 2003a; Patel & David, in press ). Attitudes regarding typical versus atypical antipsychotics also vary amongst psychiatrists. In particular, younger and less experienced psychiatrists were more likely than their older colleagues, to switch a patient from a typical to an atypical antipsychotic, based on an underlying assumption that typical antipsychotics are bound to cause side effects while atypicals virtually never do (Patel et al., 2003b) .
OTHER MENTAL HEALTH PROFESSIONALS
Community care
Mental health professionals do not perceive patients with chronic mental illness as a preferred group to treat and therefore may try to avoid contact by referring elsewhere. This is possibly because most feel that little personal satisfaction can be gained and that there is not much hope for a satisfactory outcome (Mirabi et al.. 1985) . However, feelings of hopefulness in staff for their patients with schizophrenia can be reinforced by: clinical experience of working with clients who have been successful, working together with hopeful colleagues and guarding against the influence of colleagues without hope (Landeen et al., 1996) .
Interestingly, the feeling of enhanced professional autonomy probably accounted for the finding that Canadian community-based mental health professionals were more likely than hospital-based professionals to feel that they made a positive difference to the lives of people with schizophrenia (Woodside et al., 1994) . Similarly, different methods for community care may impact on professionals' attitudes (Murray & Steffen, 1999) .
Clinical psychologists and psychoanalysts
Few psychologists work with clients with psychosis, possibly due to the perception that they are less attractive to work with than others suffering from neurotic disorders who are often treated successfully. However, 91% of clinical psychologists (UK/ Eire) disagreed with the statement "schizophrenia is too severe a condition for psychologists to work with" (Gallagher et al., 1991) . It is therefore unclear as to why few provide psychological input for this group. Where training for psychological management of psychotic symptoms has taken place (nurses and psychologists), significant increases in expectations of work satisfaction and in perceived empathy for the experiences of hallucinations and delusions have been reported (McLeod et al, 2002) .
Similarly, involvement of psychoanalysts is somewhat rare. Lucas (2003) postulated that psychoanalysis was the only framework that offered clients a way to help them make sense of their experiences and therefore urged psychoanalysts to revitalise an analytic approach to schizophrenia. Michels (2003) counter-argued that psychoanalysis may provide merely one of the many possible frameworks for understanding psychotic experiences and how patients cope with them and secondly, that the contribution of psychoanalysis may be in supporting and reassuring staff and carers rather than directly influencing patients.
Inter-profession group comparison studies
There are attitudinal differences between health care professionals and the public as well as between the various groups of health professionals. These could result in conflicting messages for patients and thereby undermine the treatment process. Multidisciplinary cohesive team-work is therefore critical, with due attention paid to differences in opinion, together with patient involvement in the decision-making process.
In an Australian series of case vignette studies, all health professional groups were more likely than the public to believe that a person with schizophrenia would be discriminated against. They were also more pessimistic than the public about long-term prognosis, although psychiatric nurses were significantly less so than the other professional groups. Psychiatrists were less likely than general practitioners (GPs), psychologists and psychiatric nurses to endorse psychosocial and lifestyle interventions, although there was a general consensus amongst professional groups concerning the helpfulness of antipsychotics. Psychiatric nurses were also more likely than psychiatrists to believe that certain non-standard interventions (e.g. vitamins, minerals) would be helpful and that hospital admission would not be helpful (Jorm et al., 1997; 1999; Caldwell & Jorm, 2000; .
For staff working in one psychiatric hospital in Israel, cultural and educational factors appeared to shape their attitudes as patient rejection scores were higher among those born in USA (versus Europe/Israel) and among psychologists and social workers (versus other mental health professionals). Higher rejection scores were assigned to patients judged to be more irritable, manifestly psychotic and had impaired cognition (Heresco-Levy et al., 1999) . In Italy, nursing staff were more pessimistic than other staff members about the psychosocial consequences of schizophrenia (Magliano et ah, 2002) . Similarly, in China, psychiatric nurses were less liberal and had more negative attitudes toward the mentally ill than psychiatrists; especially regarding community rehabilitation. For example, nurses were significantly more likely than psychiatrists to disagree with the statement "Most women who were once patients in a mental hospital can be trusted to take care of babies" (Sevigny et al., 1999) .
In essence, inter-professional group differences in attitudes abound. In particular, differences are found in attitudes regarding therapeutic and lifestyle interventions, prognosis and functional ability. Such differences could easily undermine the treatment process.
GENERAL HEALTH PROFESSIONALS
Hospital Care
Concerns about dangerousness and unpredictable behaviour of people with psychosis are very evident for general health professionals. In a combined survey of general doctors and medical students at one London teaching hospital, 54% felt that patients with schizophrenia posed a danger to others and 85% felt that these patients were unpredictable (Mukherjee et al., 2002) . In Croatia, 37% of general hospital employees were afraid of patients with schizophrenia and 21% believed this group of patients to be mostly violent and dangerous (Filipcic et al.. 2003) . General hospital nurses in Turkey had more negative attitudes than physicians although no difference was apparent between the groups regarding the likely prognosis for schizophrenia (Aydin et al., 2003) .
Primary care
In Scotland, GPs were less happy to have a patient with schizophrenia on their practice list and were more concerned about the risk of violence than for patients with depression or diabetes. Whilst these concerns may be based in reality, the resultant possible discrimination may cause such patients to have difficulty in registering with a GP and receiving integrated community-based health care (Lawrie et al., 1996; 1998) . Worse still, UK primary-care practice nurses may avoid asking questions of patients with schizophrenia, during routine depot antipsychotic administration, for fear of "opening a can of worms" (Kendrick et al., 1998) .
STUDENTS
Preclinical medical students have attitudes to mental illnesses similar to that of the public, whilst clinical medical students have similar attitudes to junior doctors, thus suggesting an attitudinal shift as medical education progress (Mukherjee et al., 2002; Thompson et al., 2002) . During undergraduate psychiatric training in particular, general attitudes to psychiatry are said to become more favourable (Coodin & Chisholm, 2001 ). However, in Australia, students also became more medically and 'authoritarian' oriented and less psychosocial and 'libertarian' oriented (Augustinos et ah, 1985) . Students have also highlighted staff's negative attitudes towards patients as being one of the least attractive aspects of their psychiatric training. Furthermore, there is conflicting evidence about these positive attitudinal changes being maintained at follow-up (Creed & Goldberg, 1987; Baxter et al., 2001) . In a comparison of Spanish medical and nursing students, no differences in knowledge about schizophrenia were noted although, as a combined group, 78% considered that people with schizophrenia were or could be dangerous or violent (Llerena et al., 2002) .
IMPACT & STIGMA
Psychiatric patients are regarded by health professionals as "not easy to like" and "unsatisfying to treat" (Buchanan & Bhugra, 1992) . Such negative attitudes are stigmatising and discriminatory. From the patient's perspective, this can adversely impact on otherwise appropriate help-seeking behaviour. Indeed, services that are perceived as less stigmatising have lower drop-out rates (Gray, 2002) . Similarly, health care provision and health outcomes for this group can be compromised as these attitudes influence the ability of doctors to identify, treat and refer patients with mental disorders (Buchanan & Bhugra, 1992; Aydin et al., 2003) . Furthermore, insufficient attention is paid to a patient's physical health needs due to the stigma or fear of the potential threat posed by these patients (Filipcic et al., 2003) . Consequently, lack of adequate healthcare undoubtedly contributes to the unacceptably high mortality in schizophrenia in the UK (Gray, 2002) . Unfortunately, the actual impact of staff attitudes on patient outcomes has not been adequately demonstrated, although Watson et al. (1980) found that health outcomes for patients with schizophrenia were adversely affected by 'authoritarian' attitudes (patient held accountable for own behaviour) whereas high 'protective benevolence' (friendly non-punitive, laissez-faire approach) was associated with improvement.
CHANGING ADVERSE ATTITUDES
Health professional attitudes to people with psychosis are shaped by and vary according to prevailing cultural norms, in society at large from early childhood onwards, in health service organisations and within professional peer groups from undergraduate training onwards. Further attitudinal changes may result from ongoing clinical experience although the changing societal values may also play a role (Buchanan & Bhugra, 1992; Schulze & Angermeyer, 2003) . Evidently, health professionals have a responsibility to tackle their adverse attitudes, with resultant 'iatrogenic stigmatisation', as highlighted by Sartorius (2002) The responsibility to enhance equity in healthcare for patients with mental illness lies with all health professionals (Hocking, 2003) . Approaches at several levels, in several different ways and occurring concurrently are required, or such attempts will be undermined by causes of stigmatisation left unchallenged (Link, 2001) . Resource allocation for mental health services and legal aspects regarding compulsory admission should be addressed at national and regional levels. At the systems level, programmes need to be instigated to identify and address such attitudes by implementation of new policies. Walter (1998) suggested three methods to improve attitudes, namely: (i) effective managerial intervention to improve work satisfaction and thereby service provision; (ii) social action interventions assisting patients to obtain better service and attitudes from providers; (iii) cognitive approaches combining direct teaching of material challenging prejudice, monitoring and changing pessimistic thinking regarding patient prognosis. Additionally, awareness of positive and successful people with psychotic illnesses might help to break the "them and us" mentality held by numerous health professionals (see "Open the Doors" anti-stigma campaign, www.openthedoors.com, 2004). Lastly, health professionals can also take both collective and individual action to challenge the stigma of mental illness, not least of all by addressing their own adverse attitudes. As such, they should never tolerate stigmatising language used in reference to those with mental illness, whatever the social situation (Summerfield, 2001; Gray, 2002) .
CONCLUSIONS
Health professionals' attitudes to psychotic illnesses are a product of the social and cultural environment from early childhood, through clinical training and accumulative clinical experience. Inter-profession variation in attitudes should be considered within everyday clinical practice. Negative attitudes should never be considered acceptable, wherever and whenever encountered. Personal attitudes should be evaluated for the stigmatising and discriminatory value that they may possess. Further challenges to such attitudes should be made, as well as to the factors that reinforce them. Whilst some may argue that there is little point in further investigating adverse attitudes, as we are already aware that they exist, others would rightly agree that appropriate research tools need to be developed to identify and monitor attitudes and their actual impact on clinical practice behaviours. In tMk way, any intervention to address adverse attitudes can then be appropriately evaluated for its enduring effectiveness. Of course, all of this should occur in close consultation with those whom it most affects. Only then will health professionals be seen not to add to the burden faced by people with psychosis.
